I could feel no ulcer in the duodenum, stomach or pylorus. I was able to pass my index finger through the pylorus quite easily, after invaginating the anterior wall of the stomach. The second part of the duodenum was adherent to the liver and the adhesions tended to obstruct it. I mobilized the duodenum, separated the adhesions and per-formed Finney's operation, enlarging the pylorus to 3 in. in diameter. The pyloric muscle was * in. thick and over i in. wide.
The mucous membrane showed a marked fold on the lower margin of the ring. Catgut was used throughout the operation.
It is now five months since the operation. The patient has not vomited since and has put on flesh to an amazing extent. He is entirely free from pain and thoroughly enjoys his food. This is a typical instance of partial stenosis due to spasm and hypertrophy of the pyloric sphincter. The condition was described many years ago by Mr. Ernest Maylard and others. Mr. Maylard has operated in about thirtyfive instances: I have operated in about a dozen.
In many cases, as in this one, there is a marked infolding and thickening, of the submucous tissue at the pylorus, partly obstructing the channel, but there is no sign of active or healed ulceration. The diagnosis is difficult, for the patient is usually quite well and the stomach normal in the interval between the attacks, which, however, become more frequent and ultimately dilatation of the stomach replaces moderate compensatory hypertrophy. Then, or during the attack, an X-ray examination reveals dilatation and delay, but no sign of ulceration. The clinical history is characteristic, the patient being well while at rest and under observation in hospital, and the attacks coming on after undue exertion or fatigue.
I suggest that some form of gastro-duodenostomy is the ideal treatment of this condition, for, unlike gastro-jejunostomy, this operation carries no risk of vicious circle or jejunal ulceration, and it does not materially change the normal anatomy and physiology of the stomach. I have generally adopted Finney's method of gastro-duodenostomy, at which the pyloric sphincter is divided and the pyloric opening greatly enlarged. My results have been uniformly satisfactory.
It has been suggested that this condition is a congenital abnormalitya persistence into adult life of a congenital hypertrophic stenosis-which is at first of such a moderate degree as to be compensated by hypertrophy of the stomach muscle; later this balance is upset and the stomach gradually fails and dilates.
Would Ramstedt's operation, which has been so successful in infants, be suitable for this analogous condition in adults ? I think not, for the fibrous changes in the pylorus-especially in advanced cases-call for the more radical operation.
Case of Adiposis Dolorosa.
A By BERNARD MYERS, C.M.G., M.D.
MRS. H., married, aged 44, came to the Royal Waterloo Hospital last October complaining of increasing general weakness. She was found to be distinctly fat, but the face, hands and feet appeared practically normal in size. Weight 15 st. 11 lb., and height about the average. Patient was quite thin until the age of 22: since then she has become gradually stouter. The only disease of childhood was measles. Three years ago an operation for strangu-lated umbilical hernia was performed on her, and she states that subsequently she has suffered from swellings of the legs during the daytime, which subside at night. The arms and legs became painful to the touch about a month before coming to hospital; this symptom has now passed off except upon pressure in certain areas.
She was a cook from 14 to 30 years of age, was married at 30, and has had three children, all living and healthy; no miscarriages. Father and mother always quite healthy and not unduly stout; mother still alive. She is the eldest of fifteen children; all the others are thin.
On account of her weakness the patient was admitted to the wards; further examination showed the abdomen to be uniformly rotund when she was lying down; when she sits up or stands, the lower part of the abdomen forms a kind of apron which hangs to a slight extent over the upper parts of the thighs and pubes. The breasts are large and pendulous, and show some large veins. The upper part of the chest and arms are well covered with fat; folds of fat are present in the axillae. When the arms are held horizontally masses of fat hang from the posterior surfaces, of the upper arm. The general excessive fatty covering diminishes practically to the normal amount about 2 or 3 in. above the wrist. The hands are of normal size, but the fingers are spindle-shaped, the roots being distinctly enlarged. On the posterior surface of each upper arm just above the elbow there is a harder mass about the size of a hen's egg, which is tender to the touch and distinctly painful upon slight pressure, which she states is worse in cold weather. The pain is localized and does not radialte in any direction. The face and head, and to a less extent the neck, are of normal size. The buttocks are enlarged, the thighs and legs greatly increased in circumference down to the ankles, where the increase ceases abruptly, the feet being of practically normal size. About the middle of the inner surface of each calf there are masses tender and painful to the touch, the pain being increased with pressure; the right one is nearly round, about 3 in. in diameter, and it feels thick and hard. On an almost corresponding position on the left leg there is a small roundish area about 1 in. in diameter, also very tender and painful; pain does not radiate from these masses. The fronts of the legs are just a little tender. Pressure over the tibiae makes no impression. There is no pain on moving any of the joints.
Patient has been very weak for about three months, and finds it difficult to walk about on account of the feeling as if her legs are going to give way. The arms are not apparently weak. They and the legs are much more painful when she is up than when she is lying down. In the recumbent position she has greater feeling of giddiness and dizziness in her head than when she is up. Some pain always present over each temple. For a few weeks she has felt a little sick. Formerly she used to be irritable, but not now. Occasionally there is depression, but not more than previously. During the last few months awakenings with a start from sleep have occurred rather frequently. When first seen she had complete left hemi-anaesthesia; this has now passed off.
Her organs are difficult to examine, but no abnormality has been discovered. Dr. Bickerton has examined her eyes and found them normal. Mr. Biggs pronounced the ear, throat and nose, and Dr. Cameron the pelvic organs, to be normal. The The urine before glucose test showed absence of sugar, and it was still absent after the test. Dr. Archer states: " These results show (1) that the patient has a hyperpituitarism; (2) that her sugar tolerance is increased in that although the blood sugar rises to the high figure of 0-314 per cent., there is no sugar excreted in the urine. This high level is followed by a very gradual fall which in two hours has not reached the fasting level. This high figure and delayed fall, without a corresponding degree of glycosuria, are characteristic of an abnormal condition of the pituitary gland."
Her sella turcica is stated to be larger than normal, but without evidence of disease. The Wassermann reaction was negative.
The general increase of subcutaneous fatty tissue with larger masses in certain areas, the symmetrical painful nodules in the fatty tissue, the absence of apparent fatty increase in the face, the hands and feet, the great weakness, and some suggestively hysterical symptoms, are in favour of a diagnosis of Dercum's disease. The pituitary gland has been proved to be abnormal in this case, but there are so far no definite signs of a cerebral tumour.
She has been kept in bed for three weeks and given pituitary extract, 1 gr. at mid-day, and thyroid gland, 1 gr. night and morning after meals. Paraffin also night and morning. She states that she feels much better generally and distinctly stronger. The hemi-anesthesia and headache have disappeared, and she believes that the nodules are less painful. It will be an interesting case to watch Two Sisters with Gouty Nodules.
By M. A. CASSIDY, M.D.
THESE two sisters, M. M. and I. S., are aged 39 and 43 respectively. There is no family history of gout or rheumatism, and they themselves have always enjoyed excellent health, and have been quite free from arthritic pains; they have never had fibrositis nor neuritis. In each case during the last ten years there has been the gradual appearance of small, hard, subcutaneous nodules along the extensor tendons for a distance of from 1 to 2 in. above and below the knuckles. The nodules are the size of a small pea and there are rows of three to five along each tendon on the back of the hand. A few nodules are also present on the extensor tendons of the toes, under the skin over the patelle and over the tubercle of the tibia. There is evidence of chronic thickening of the olecranon bursa3 in each case. The nodules are neither tender nor painful; in appearance they resemble rheumatic nodules, but differ from the latter in not being fleeting; in these patients the nodules do not come and go; once they appear they remain, increasing gradually but very slowly in size. There are no tophaceous deposits on the external ears and there is no sign of any disease, recent or past, of any joint. In one patient (I. S.) the nodules and the olecranon burswe of the right arm were excised by Mr. C. M. Page. Crystals were visible in the cut section of these nodules, and were identified chemically as uric acid. Histologically the appearances were those of chronic inflammation, with much fibrosis.
The other patient (M. M.) has been treated with agotan, but without obvious result so far.
Though gouty nodules along the course of tendons are by no means uncommon in chronic tophaceous gout, their appearance as a solitary manifestation of gout, in two sisters, beginning at the early age of 30, is remarkable.
